Social norms surrounding sexuality, pregnancy, and childbearing may help guide women's healthrelated behaviors. In this study, we explore low-income women's perceptions of fertility-related norms by allowing women to describe their experiences with normative expectations. Semistructured interviews (N = 30) suggested that women in low-income subject positions articulate descriptive norms that generally correspond with mainstream descriptive norms, identify two major sources of injunctive norms concerning fertility and sexuality-authoritative and peer-oriented, and often align their behaviors according to sub-group expectations communicated in the form of peeroriented injunctive norms. We discuss these results in light of the extant literature on social norms. (Chandra, Martinez, Mosher, Abma, & Jones, 2005). The same survey also revealed that 12 percent of women reported a physical difficulty getting pregnant or carrying a baby to term. These statistics draw attention to the complex issues surrounding women's control (or lack of control) over their fertility. Women cope with situations in which pregnancy is unintended or undesired as well as situations in which pregnancy is desired but difficult to achieve. As women navigate the terrains of fertility-related issues, they likely compare their behaviors to social norms about desired and ideal behaviors.
between descriptive and injunctive norms, a differentiation that became central to the theory of normative social behavior (TNSB). The TNSB posits that descriptive norms (i.e., norms describing the perceived prevalence of a behavior in the general population) are related to behavior/behavioral intent, and that the associations between descriptive norms and behavior should take into account important moderating influences such as injunctive norms, outcome expectancies, group identity, and ego involvement/behavioral identity. Injunctive norms refer to what individuals believe those close to them think they "ought" to do. The TNSB maintains that when descriptive and injunctive norms are congruent they may be more likely to affect behavior; when these norms are antagonistic the effect is likely to be muted (Rimal, 2008) .
Injunctive norms are connected to a second moderator in the TNSB, an outcome expectation, which refers to people's sense that if they behave in an expected way, they will experience benefits. Conversely, outcome expectations also involve people's sense that if they do not behave in an expected way, they will experience social sanctions and miss out on socialization opportunities (Rimal, Lapinski, Cook, & Real, 2005) . Beyond injunctive norms and outcome expectations, the TNSB also identifies group identity (i.e., whether a person identifies highly with the group in question) and ego involvement or behavioral identity (i.e., whether a behavior is part of a person's self identification; Lapinski & Rimal, 2005) as moderating variables in the relationship between descriptive norms and behaviors.
Despite a number of excellent empirical studies on the relationship between norms and behavior, Rimal et al. (2005) explained that norms remain an ambiguous theoretical concept. This is especially true because several elements of predictive models such as the TNSB remain unclear, including the communicative sources of injunctive norms and how conflicts between descriptive and injunctive norms are resolved. In addition, little research has explored norms, (Hogg & Reid, 2006, p. 7) , explicating the TNSB depends on attempts to look closely at what members of specific groups and sub-groups perceive as normative, how they learn about norms, and how they perceive norms as connected with behavior. This is especially true when the issues at hand are particularly normatively-oriented, such as in the case of fertility and sexuality-related decisions and behaviors. Thus, the present study explores how low-income women describe, learn about, and connect norms with behaviors regarding fertility and sexualityrelated issues based on the following research questions:
RQ1: How do low-income women describe social norms for the general population of women regarding fertility and sexuality? RQ2: How do low-income women describe the sources of information about injunctive norms regarding fertility and sexuality? RQ3: How do low-income women connect messages about descriptive and injunctive norms with their own and others' behaviors?
In the following section we describe the methods we used to answer these questions.
Methods

Recruitment
After the study received Institutional Review Board approval, we recruited participants in conjunction with a separate study on health literacy in low-income populations. The health literacy study targeted participants from three low-income communities who had income levels members of the target populations (i.e., they received services from the extension programs), asked women in their programs if they were interested in participating in research being conducted by a public university in their state. If a woman indicated interest in the fertility study, the research team member gave her a consent form that explained the study in detail and asked her to complete a participant contact sheet. We used that information to contact women who expressed interest in the fertility study and schedule telephone interviews.
Data Collection
We used qualitative telephone interviews to explore women's attitudes and beliefs about fertility-related norms. Interviews are an appropriate and useful method for exploring the lives of women whose voices have been neglected or even ignored because "interviewing offers researchers access to people's ideas, thoughts, and memories in their own words rather than in the words of the researcher" (Reinharz, 1992, p. 19) . Moreover, a qualitative approach is particularly fitting given the complex and personal nature of the research questions explored in this study. Scholars have also noted that interviews are an especially suitable mode of data collection when targeting individuals who may lack the confidence or ability to write down answers or complete surveys (Collins, 1990; Madriz, 2001; Muturi, 2005) . We chose to use telephone interviews, rather than face-to-face interviews, for several reasons. First, we wanted to respect the difficult life circumstances of many of the women we interviewed. Some of them lived in transitional housing or were staying with relatives temporarily. Others had trouble accessing transportation for themselves or child care for their young children. Despite these obstacles, all women in our study had access to a telephone. In fact, many had their own cellular private interview locations. Moreover, because many of our interview questions dealt with private or sensitive issues, such as sexual intercourse, telephone interviews provided a facesaving medium for women to reveal highly personal experiences (Reymert & Hunskarr, 1994) .
All interviews were conducted by one of the study's authors. At the beginning of each interview, the researcher took careful steps to explain the informed consent process thoroughly and to allow women to ask questions about the study. We were keenly aware that the women in our sample might be unfamiliar with the informed consent process and were committed to allowing ample time for decision-making and questions prior to commencing the interview.
After participants consented to the study, the interviewer asked a series of brief questions to collect demographic information (e.g., age, marital status, education). The semi-structured interview guide included a series of questions designed to explore women's experiences with fertility-related issues, including sexual intercourse, pregnancy/childbirth, and contraceptive use.
Specific topics addressed during the interviews included: (a) access to information about fertility-related issues, (b) talking to friends or family members about fertility-related issues, (c) talking to health care providers about fertility-related issues, (d) formal and informal sexual education experiences, and (e) societal and individual expectations about sexuality and pregnancy. Each woman who participated in the study received a $30 retail gift certificate.
Interviews lasted between 20 and 90 minutes and were tape recorded and transcribed verbatim.
The authors then double-checked each transcript against the original interview recordings.
Participants
We interviewed a total of 30 women who agreed to take part in the study. Participants were engaged to be married at the time of the interview. All but two women in the sample had at least one child as a result of a pregnancy or a marriage (i.e., a stepson or stepdaughter). Of the two women who did not have children, one was pregnant at the time of her interview.
The women in our sample represented a variety of racial/ethnic backgrounds. Seventeen women identified themselves as white or Caucasian, eight identified as black or AfricanAmerican, and two identified as Hispanic. Three women reported a mixed heritage (e.g., half Jamaican and half Norwegian). Women also reported their highest level of education. Three had completed either an associate's or bachelor's degree. Twelve had completed some college; nine had completed high school, and six women had less than a high school education. Fifteen of the women were employed outside the home in a variety of occupations including supervisor, cashier, social worker, and staffing assistant. Seven women described themselves as housewives or stay-at-home moms, and three women were students. Five women described themselves as disabled or unemployed at the time of the interview. Finally, fifteen of the women were on Medicaid, and six women had no access to health insurance. Eight women had employer-based health insurance, and one woman reported that she was unsure about her health insurance status.
Data Analysis
Because qualitative data analysis is an ongoing, iterative process, we conducted several rounds of intensive analysis (Strauss & Corbin, 1990) . We recorded and exchanged field notes after every interview and regularly discussed theoretical possibilities and methodological adjustments (e.g., rewording particular interview questions). As we double-checked the interview transcripts for accuracy, we gained a holistic sense of the data, and we independently recorded notes about recurrent themes. We then met to discuss those themes and decided to focus our analysis on women's discussion of fertility and sexuality-related norms. Based on our theoretical behaviors. Although some women in the sample had followed others' expectations for sexuality and childbearing, the majority of the women in our sample described either violating descriptive and authoritative injunctive norms or noted that others in their immediate social network had done so. Violations of norms, even violations that result in a joyous addition to a family, can result in guilt, shame, and disappointment for women. Such consequences might be amplified for women in marginalized groups, such as women living in poverty, when prevailing descriptive norms dictate a preference for delayed sexuality and childbearing and when public opinion condemns low-income women for having too many children.
The results of our study can be interpreted in light of several theoretical implications. to have sex. She speculated that she might have waited until after high school or even after marriage to have sex if someone had had a conversation with her about such expectations.
Beyond our discovery that participants distinguished between descriptive and injunctive norms, evidence from women's interviews suggests that behaviors might be guided by at least two sets of injunctive norms, authoritative injunctive norms and peer injunctive norms. Women described authoritative injunctive norms that in most cases paralleled dominant descriptive norms and peer injunctive norms that were often incongruent with authoritative and descriptive norms. Thus, in some cases, norms about what women ought to do varied according to the source of the message about those norms. Norms from peers that encouraged early sexual activity and pregnancy (e.g., some women in our sample were ostracized for not getting pregnant in high school) conflicted with norms from authority figures, like parents, who discouraged sex and pregnancy before marriage. Injunctive norms about what women ought to do can conflict, just as descriptive norms and injunctive norms can be incongruent (Rimal, 2008) .
When it comes to guiding behaviors, messages about peer expectations sometimes seemed to have more import for participants than did authoritative expectations, a finding that may extend Hogg and Reid's (2006) Fertility Norms 28 potentially have differential impacts on health related behaviors. We also noted that in some cases it is possible for a particular behavior to simultaneously breach one set of norms while following a contradictory set of norms. These findings suggest that the theory of normative social behavior may need to reposition injunctive norms in a more central position, rather than a moderating position, in the relationship between norms and behavior. The influence of contradictory injunctive norms on behaviors still remains somewhat unclear, but it would behoove social norms scholars to continue exploring the existence of multiple sets of injunctive norms to determine how individuals resolve these confusing messages and how these norms serve as a guide for health-related behaviors.
While most women in our sample were aware of dominant descriptive norms that suggest ideal behaviors, many seemed to be influenced by the sort of sub-group norms suggested by Gernonimus (2003) . Findings from our study support previous research suggesting that marginalized groups develop and communicate their own social norms regarding sexuality and fertility that might contradict those of dominant groups (Geronimus, 2003) . For instance, peer injunctive norms encouraging teenage pregnancy described by some women in our study are likely unique to this sub-group and are unlikely to operate in the same way among women from more privileged socioeconomic classes. However, these sub-group norms can serve vital functions in particular communities, such as low-income communities, by promoting multigenerational families in which grandparents aid in the care of young children and/or young women benefit from the positive social capital that children can provide (Schoen & Tufis, 2003) . 
